Carotid body tumors (CBTs) are one of the common paragangliomas occurring in the head and neck region. [1] Surgical excision is the treatment of choice and at times necessitates a multidisciplinary team approach to increase access to the tumor intraoperatively and reduce postoperative complications. [2] [3] [4] 
RESULTS
Fifty-three patients underwent CBT excision during the study. Of these, 16 patients were referred to the maxillofacial surgeon for assistance with mandibular subluxation or swing.
Of the 16 patients, 10 were Shamblin 3 with 2 of these being redo cases and the others were Shamblin 2. In all cases, the length of internal carotid artery (ICA) from the base of the skull was 1.5 cm or less. Mandibular swing was performed in three patients [ Figure 1 ], all for Shamblin 3 with two of them being the redo cases, and mandibular subluxation was done for 13 patients [ Figure 2 ]. Preoperatively, 1 of the 16 patients had a fixed partial denture in the canine and premolar region of the maxilla, which made a mandibular subluxation impossible or difficult. This was discussed with the primary surgeons who also decided that a mandibular swing would be the better option. None of the patients preoperatively had TMJ disorders or any other medical conditions previously discussed.
The primary surgical team found that, in this retrospective study, that one patient who underwent mandibular swing and 2 of the 13 patients for whom mandibular subluxation was performed had transient hypoglossal nerve palsy and all of the recovered completely over 3-7 days. The ICA required reconstruction in 5 of the 16 cases and was performed using the contralateral, proximal, great saphenous vein. In other cases, the craniocaudal approach to the ICA was made easier because of the additional space provided by the maneuvers.
The maxillofacial surgery team found that, postoperatively, all the three patients for whom a mandibular swing was performed had an acceptable scar on the chin. One of the patients lost one of the lower anterior teeth because of the mandibular osteotomy performed during the swing procedure. None of them developed marginal mandibular nerve palsy. All the patients were on nasogastric (NG) feeds till the speech and swallow team decided that it was safe to remove the tube. The longest a patient needed NG feeds was 3 months. There were no cases of vocal cord palsy.
Thirteen patients underwent a mandibular subluxation, of which one patient developed TMJ pain postoperatively. TMJ symptoms persisted for 3 weeks postoperatively and then gradually subsided over the subsequent visits.
diScUSSiOn

Status of dentition
The dentition was evaluated as its status would determine what procedure would be most suited for the patient. [8] It is difficult to do a mandibular subluxation for edentulous patients or patients with artificial dentures at the contralateral canine and premolar regions. For a mandibular subluxation, the condyle of the mandible on the planned side of surgery has to be translocated anteroinferiorly out of the glenoid fossa and moved medially over to the opposite side. To maintain this position, eyelets are placed on the upper and lower contralateral canines and secured with tie wires for the entire duration of the surgery. Edentulous patients or patients with fixed partial dentures or removable partial dentures for missing teeth and patients with carious or fractured teeth in this region may not be suitable candidates for mandibular subluxation. The use of intermaxillary fixation (IMF) screws [9] could, however, overcome this constraint. Usually, multiple IMF screws are used to achieve immobilization at a stable occlusion during operative procedures for fixing mandibular fractures, which is a relatively passive condition. We have not tried using IMF screws, and so we are not sure if two IMF screws can withstand the strain [10, 11] of translocated mandible for the duration of surgery.
Another aspect of dentition we consider is the lower anterior crowding or spacing. Radiographs are evaluated to see the roots of the lower anterior teeth. When the plan is to do a mandibular swing, the space between the anterior roots are evaluated to decide the location of mandibular osteotomy. When space between two roots is very narrow, an osteotomy placed in between them could expose the roots or could even damage them, resulting in loss of either or both of the teeth. Hence, osteotomy is planned, [12] so that it is between the roots of anterior teeth which have maximum inter radicular spacing in between them.
Temporomandibular joint disorder
Patients with preexisting TMJ disorders such as internal derangement of disk [13] or TMJ arthritis [14] would not do well postoperatively with respect to jaw movements if a mandibular subluxation was performed. This would result in a severe morbidity and may even necessitate another surgery to the TMJ. [15, 16] Hence, TMJ disorders would be an absolute contraindication for mandibular subluxation even if the primary treating surgeons had decided for it. It would be prudent to offer a mandibular swing which would go much easier on the TMJ.
Medical history
Other previous or present medical conditions of the patient could also influence the decision. Previous irradiation of the mandible would have reduced its vascularity and increase the risk of osteoradionecrosis. [17] Hence, a mandibular swing which requires an osteotomy is avoided [18, 19] if possible. For patients with bone-related metabolic disorders such as osteoporosis, [20] mandibular subluxation can be the first option, unless the primary surgeon feels the complexity of the CBT deems it necessary for a mandibular swing. Patients being treated with bisphosphonates [21] for various bone lesions such as myelomas would do better with a mandibular subluxation. Some of the indications and contra indications for Mandibular subluxation and Mandibular swing are given in Tables 1 and 2. cOncLUSiOnS Mandibular swing or a mandibular subluxation offers wider operative boundaries, increases the ease of preservation or reconstruction of ICA, minimizes the risk of nerve damage, and, therefore, shortens hospital stay.
Mandibular subluxation would be suitable for patients with a slim neck, having at least 1.5 cm length of ICA from the base of the skull, while a mandibular swing would be preferred in redo cases, short necks or those patients unable to extend the neck and with a short stump of ICA (1 cm or less distally). Both subgroups could include those patients that require ICA reconstruction.
In our combined experience, we found that factors complicating CBT excision as previously known are negotiated better with one of the abovementioned procedures, and we also propose that the factors that influence the decision between a mandibular swing and a mandibular subluxation from a maxillofacial surgeon's perspective should be considered while planning the surgical procedure.
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